Bipolar disorder (BD) is a severe mental disorder, which not only has negative consequences on the life of the patient, but also affects the immediate family members. As it often starts early in life, patients who get married often suffer from many negative consequences in their marital life due to the illness. This review focuses on studies which have evaluated marital rates, rate of marital failure, divorce, infertility, and procreation among patients with BD. In addition, this review evaluates the existing literature pertaining to marital adjustment, marital satisfaction, sexual dysfunction, and sexual satisfaction among patients with BD and their partners/spouses. Data suggest that very high proportion of patients with BD get married and marital rates are higher for patients with BD, when compared with those suffering from schizophrenia. In terms of divorce rates, studies suggest that patients with BD have higher rates of divorce. In terms of fertility rates, studies suggest that compared to those without the illness, the fertility rates among patients with BD are lower. In terms of marital adjustment, results are mixed with some studies suggesting poorer marital adjustment among patients and their spouses too. In terms of sexual dysfunction, studies suggest the presence of sexual dysfunction among one-third to half of the patients receiving lithium. To conclude, this review suggests that patients with BD experience multiple negative marital and sexual consequences.
marital adjustment requires maturity, in which each partner is required to accept and understand the growth and development of their partner. [6] Sexual compatibility and gratification with mutual enjoyment is an important component which contributes to the successful marital relationship. It is, therefore, very important to understand the marital adjustment of people in a society.
There are multiple dimensions to the relationship between marriage and mental health. Marriage can act as a stressful life event and precipitate the onset or relapse of mental illness. Poor marital adjustment can also lead to onset or relapse of mental illness. Marriage is also considered as a protective factor against mental disorders. Further, there is evidence to suggest that patients with mental disorders have higher rates of marital discord, separation, and divorce. [7] In M arriage is the most important of all institutions in the human society as it lays the foundation for building up of the family, the basic unit of society. [1] Further, marriage provides a socially acceptable means to satisfy the basic human need for sexual gratification and also forms the basis for procreation and building up of family. [2] Marital adjustment is defined as, "the state in which there is an overall feeling between husband and wife, of happiness and satisfaction with their marriage and with each other. [3] Good marital adjustment is considered as a part of social well-being and this is understood as an experience of satisfactory relationship between the couple characterized by mutual concern, care, understanding, and acceptance. [4] Disturbed marital relationship can adversely affect both physical and mental health, quality of life, and economic status of the individuals. [3, 5] Good
Eastern societies like India, beliefs that marriage can cure mental illness are also quite prevalent. [8] Data also suggest high rates of sexual dysfunction among patients receiving various psychotropic medications. Hence, it is important to understand the marital and sexual adjustment of patients with various mental illnesses and their spouses. Resolution of marital and sexual maladjustment can lead to overall improvement in the outcome of the illness.
Bipolar affective disorder (BPAD) is a complex mental disorder characterized by episodes of depression and mania/hypomania/mixed states with interepisodic phases of remission. However, over the years, it has been realized that even during remission, residual symptoms may be present in a high proportion of patients with BPAD. [9] [10] [11] Although syndromal recovery may be achieved soon after hospitalization, functional recovery is more difficult to achieve. [12] Many patients experience psychosocial and occupational difficulties, [13, 14] financial problems, [15] marital failure, [16, 17] substance abuse, [18, 19] neuropsychological deficits, [20] sexual dysfunction, [21] suicide, [22] poor quality of life, [23] legal issues, [24] poor parenting skills, [25] and disability. [26] The complexity and variability of the illness is a challenge for individuals suffering from this illness and their families. As this illness starts early in life, i.e., during adolescent or young adulthood, it is important to understand the impact of bipolar disorder (BD) on marriage. When we looked at the available literature, we could not find a comprehensive review looking at the various marital aspects of patients with BD. Accordingly, this review attempts to evaluate the existing data of BD and marital issues. For this review, electronic searches were done using various search engines such as PubMed, Google Scholar, Science direct, and IndMed. The search terms used in various permutations and combinations included BD, bipolar affective disorder, manic-depressive psychosis, marital rates, marital failure, divorce, infertility, procreation, marital adjustment, marital satisfaction, sexual dysfunction, and sexual satisfaction. All the available articles were reviewed and relevant information was obtained. Articles focusing on other psychosocial aspects of BD in which marital rates were mentioned just as a variable were excluded. However, for the aspects for which specific data were not available, studies on various psychosocial aspects of BD were considered. Similarly, articles on caregivers' issues, in which a proportion of caregivers were spouses, but no separate analysis was done to compare the caregivers' issues of spouses and other caregivers, were also excluded. Data specific to ante-and post-natal psychiatric issues were not considered. We could find 22 articles focusing on the various aspects of marriage among patients with BD. We also included information from 25 articles which focused on the caregivers of patients with BD. [27] However, later studies have shown inconsistent findings, with some studies supporting the finding of higher celibacy rate [28] among patients with BD, whereas other do not support the same. [29] Studies which have compared patients of BD with those of other disorders suggest that compared to patients with schizophrenia, [30, 31] those with neurotic disorder, histrionic personality disorder, patients with BD were more likely to be in a relationship. [30] Demographic data available from various clinic-based studies from India suggest that 64.7%-98% [32] [33] [34] [35] of patients with BD aged 18-65 years are married. Studies which have compared the demographic profile of adult patients with BD and schizophrenia in general suggest that, compared to patients with schizophrenia, higher proportion of patients with BD are married. [36, 37] A multinational study, which included participants from India, which evaluated the association of mental disorders with marriage and divorce rates concluded that many mental disorders, including BD, are associated with lower likelihood of ever marrying (odds ratios ranging from 0.6 to 0.9) and higher rates of divorce. [38] Many other studies also support the findings of shorter duration of marriage among patients with BD. [39] 
MARITAL RATES AND MARITAL FAILURE RATES IN PATIENTS WITH BIPOLAR AFFECTIVE DISORDER

RELATIONSHIP OF MARRIAGE WITH CLINICAL PROFILE
One study evaluated the relationship of number and type of episodes with marital status among patients with BD. The authors reported that compared to never-married women, married women had lower number and lower severity of depressive episodes. However, among men, no differences were noted in terms of frequency, duration, and severity of mood episodes among married and never-married participants. [40] Another study showed that compared to married patients, divorced patients had higher number of hospitalizations and more often had residual symptoms in between the episodes. [41] 
BIPOLAR AFFECTIVE DISORDER AND PROCREATION
Patients with BDs have been reported to have lower fertility rates. Evidence for this comes from studies evaluating fertility rates among patients with BD or from studies evaluating the prevalence of BD among patients seeking treatment for infertility. Studies which have compared the fertility rates of patients with BD with fertility rates in the general populations using national census data are inconclusive. Some of the studies suggest that fertility rates are reduced in both males and females with BD, [42] whereas other studies suggest no difference in fertility rates between patients with BD and the general population. [43] However, this negative study is limited by the fact that it only evaluated women prior to first psychiatric admission, without considering the time of onset of illness and its relationship with childbirth. Whereas, the study by Baron et al. [42] evaluated the association of onset of BD with fertility and concluded that fertility is reduced both before and after the onset of the illness; however, in females, lower fertility rates remain constant, whereas in men, fertility rates reduce further after the onset of the illness. One large sample study from Sardinia evaluated the reproductive outcome of patients with BDs (n = 523) and compared the same with patients of major depressive disorder (n = 1351). When the number of children of patients with affective disorder was compared with the general population data of Sardinia, patients had 17% fewer children. In terms of time trends, data suggested that fertility among patients with affective disorders appeared to decline in Sardinia in the recent decades, more in men than women. This study also showed that patients with affective disorder who did not have children were younger at the time of onset of illness, more likely to be men, diagnosed with type I BD, more educated, and unmarried. Overall fertility rates in patients with BD type-1 were lower than those with major depressive disorder. Further, this study also showed that fertility rates in patients with BD type-2 may be comparable with those with major depressive disorder. In terms of gender differences, fertility rates were lower for men, when compared to women. [44] Studies from other countries have also shown lesser number of conceptions and live children for women with BD compared to general populations and major depressive disorder. [39, 45] However, when compared to patients of schizophrenia, findings are inconsistent, with some studies showing lesser number of conceptions and live children for women with BD, [39] whereas others have reported comparable rates. [45] Studies which have evaluated the prevalence of various psychiatric disorders among people seeking treatment at various infertility clinics suggest that more men with BD seek treatment for infertility than women. [46] However, these studies have not linked lower fertility rates to treatment.
Studies which have evaluated side effects of various treatments suggest that use of valproate may lead to polycystic ovarian disease and use of antipsychotics may lead to increase in prolactin levels. These can result in altered menstrual cycle and lower fertility rates. [47] [48] [49] Many studies suggest that use of valproic acid is associated with decrease in fertility rates in women because valproate leads to hyperandrogenism, hyperinsulinemia and dyslipidemia, and menstrual abnormalities. [48, 50] However, data also suggest that patients with BDs have higher rates of menstrual abnormalities even before starting treatment. [51] There is no data to suggest the impact of lithium on fertility. However, considering the fact that the age of onset of BD is decreasing, some authors have postulated that introduction of lithium for management of BD may actually have increased the fertility (broadly defined) of BD patients allowing for the expression of genetic anticipation by having a second and third generation of offspring that are affected at earlier ages. [52] 
MARITAL ADJUSTMENT IN PATIENTS WITH BIPOLAR DISORDER AND THEIR SPOUSES
There is limited data in terms of impact of BD on marital functioning. In general, most studies which have compared dyadic adjustment of BD-normal couple with healthy couples suggest that couples with one of the partners having BD often experienced poor marital adjustment when compared to healthy couples. One small sample study (depressive disorders = 23 and BD = 11) compared the perception of spouses and the quality of the dyadic relationship of patients with severe affective disorders in remission with healthy couples matched by socioeconomic status. Compared to healthy controls, spouses of patients had lower scores in terms of consensus, unity, and expressions of affection in their marital relationship, ranked their ill spouses lower on the positive qualities and higher on the negative qualities, and reported receiving less emotional and practical support from their spouses. [53] Another small sample study from the United States reported no significant difference in the marital adjustment between patient-well spouse couples and nonpatient couples. [54] Based on the National Co-morbidity Data of 2538 married respondents, it is also suggested that patients with BDs have higher marital dissatisfaction compared to those without the disorder. [55] Studies which have patients with different disorders in general suggest that marital dissatisfaction is more among female patients with BD than those with unipolar depression or who are healthy. [56] However, a recent review concluded that when compared with healthy controls and those with other mental disorders, patients with BD are closer to healthy controls than those with other mental disorders in terms of maintaining couple relationships. [57] The available studies showed that in terms of couple relationships, the major marital concern among couples with one of the partners having BD, includes decreased frequency of sexual intercourse, [58] especially during the episodes. [59] A study from India suggests that compared to patients with epilepsy and their spouses, patients with BD and their spouses have poor marital adjustment. [60] However, the level of marital adjustment did not have any correlation with the quality of life of patients and their spouses. [60] Another study from the same country evaluated marital adjustment among patients with schizophrenia, BD, and substance dependence and reported poor marital adjustment among 70% of patients with BD, which was significantly higher than those with substance dependence (poor marital adjustment -50%), but there was no statistically significant difference from those with schizophrenia (poor marital adjustment -60%). [3] Another study from India, which evaluated marital adjustment and quality of life of patients with BD and their spouses and compared them with those with schizophrenia and recurrent depressive disorder, reported that marital dissatisfaction among patients with schizophrenia was more than those with BD. [61] Studies which have evaluated the clinical predictors of marital function for patients with BD and their partners suggest that patients' depressive symptomatology is associated with patient ratings of general family functioning and couple functioning, while patients' manic symptoms are associated with partners' ratings of the romantic relationship. Partners' total Axis II pathology, but not patients' Axis II pathology, is associated with patient and partner perception of the couple's relationship. [62] Another study which evaluated partners of patients with BD reported that partners perceived higher marital disharmony when patients were ill and it was worse during manic than depressed phases. Marital disharmony was also more likely when partners believed that patients could control their illness, they had increased domestic responsibilities, or were sexually dissatisfied. [63] One study suggested that depressive symptoms in patients with BD are associated with poorer relationship functioning, especially when the partner also had elevated depressive symptoms. In terms of manic symptoms, this study showed that manic symptoms were also associated with poor adjustment with the partner, but only when the depressive symptoms were also higher. [64] Studies which have evaluated the caregiving correlates of marital functioning suggest that worse appraisal of the marital adjustment and functioning is associated with higher level of caregiver burden. [65] 
BIPOLAR AFFECTIVE DISORDER AND SEXUAL DYSFUNCTION
Adequate sexual expression is an essential part of many human relationships, and this may enhance the quality of life and provide a sense of physical, psychological, and social well-being. [66] Studies across the globe have evaluated sexual dysfunction among patients with BD, either in relation to use of various psychotropic medications or without focusing on the type of treatment used. Studies which have compared sexual dysfunction among patients with BD and other groups suggest that prevalence of sexual dysfunction is significantly more when compared to healthy controls, [67, 68] but less than patients with schizophrenia. [69] However, a recent study which compared the prevalence of sexual dysfunction among patients admitted to psychiatry ward and other wards of the hospital reported that prevalence of sexual dysfunction was more among patients admitted to psychiatry ward, with prevalence of sexual dysfunction in patients with BD to be 37.3%. Further, this study reported that among patients with psychiatric disorders, those with BD had the highest prevalence of sexual dysfunction. [70] Management of BD involves use of mood stabilizers, antidepressants, antipsychotics, and benzodiazepines, depending on the phase of illness in which patient presents to clinician. [71] [72] [73] [74] Studies have evaluated the association of sexual dysfunction among patients with BD and various psychotropic medications. A study from India which evaluated the prevalence of sexual dysfunction among men with BD, receiving either a typical or an atypical antipsychotic medication, reported erectile dysfunction to be the most common sexual dysfunction among men and it was significantly higher among those receiving typical than atypical antipsychotic. [75] Only few studies have evaluated the prevalence rates of sexual dysfunction among patients receiving lithium. The sample size of these studies has been in general small and these studies suggest that about one-fourth to half of the patients receiving lithium experience sexual dysfunction. [76] [77] [78] [79] However, when the prevalence rate of sexual dysfunction among patients receiving lithium was compared with control group individuals, the findings are inconsistent, with few studies reporting comparable rates, whereas others reporting higher prevalence of sexual dysfunction among those receiving lithium. [76, 79] In terms of type of dysfunction among patients receiving lithium, the data are limited. One study reported decreased sexual desire (43%) to be the most common dysfunction among men, followed by difficulty in getting and maintaining an erection (40%), poor quality of orgasm (36%), and decreased quantity of ejaculate (32%). Few men reported an increase in sexual desire (7%) or improvement in sexual functioning (11%). Among females, decreased sexual desire (40%) was the most common dysfunction, followed by the decreased ability to have orgasm (26%), decreased quality of orgasm (24%), and pain during orgasm (4%). About one-fourth (24%) of the women also reported increased sexual desire and 22% reported improved orgasms with medications. [78] A recent study from India evaluated the prevalence of sexual dysfunction among 100 BD patients receiving lithium and reported sexual dysfunction in more than one-third (37%) of the patients. In terms of factors associated with sexual dysfunction, this study reported that those with sexual dysfunction were older, had lower level of functioning, experienced higher number of other side effects associated with lithium, and were poorly adherent to medications. [81] Hypersexuality is understood as a symptom of mania. Accordingly, many studies have evaluated hypersexuality among patients with BD. A recent review which included 27 articles concluded that there is limited literature on hypersexuality among patients with BD. The authors concluded that when compared to patients with other psychiatric diagnoses, there is higher incidence of risky sexual behavior among patients with BD during the episodes of mania. [57] Studies which have evaluated sexual satisfaction suggest that in general patients with BD are less satisfied with their sexual life. [65, 67] Further data suggest that presence of sexual dysfunction is significantly associated with lifetime suicide attempts among patients with BD. [69] Studies which have evaluated sexual satisfaction of partners also suggest lower level of sexual satisfaction, especially when the patient is ill. [63] A study from India, which compared patients with BD and substance dependence on marital adjustment domains, reported patients with BD to be having significantly poor sexual and social adjustment compared to patients with substance dependence. [3] CONCLUSIONS AND FUTURE DIRECTIONS Available evidence suggests that there is limited amount of data on marital issues among patients with BD and their spouses. Although some of the studies from the West have evaluated marital adjustment among patients with BDs and their spouses, most of these studies are limited by small sample size and not evaluating marital and sexual adjustment together. In general, spouses of patients with BPAD have largely been neglected in previous researches. Although there are studies which have evaluated the prevalence of sexual dysfunction among patients with BDs, there is lack of information about the perception of the patients about their own marital satisfaction, marital functioning, and sexual satisfaction. Very few studies have attempted to study marital satisfaction, marital functioning, sexual satisfaction, and sexual dysfunction experienced by the partners/spouses. In eastern countries, like India, marriage is universal irrespective of the presence or absence of mental disorder. However, there is limited data on the impact of BD on various aspects of marriage.
Future studies must be designed to understand the issues between patients and their partners for better stability of marriage. Spouses of patients with BD also take up the caregiver role and provide social support to the patients. Hence, understanding the marital harmony and sexual satisfaction among patients with BD and their spouses can also help in improving the outcome of illness. Accordingly, there is a need for large sample size studies, addressing the various aspects of marriage and related issues.
This review was limited to the literature published in peer-reviewed journals. We did not include information from other sources. The information was limited primarily to the published literature in peer-reviewed journals published in English. It is quite possible that we could have missed out some of the literature published in other languages.
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